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INTRODUCTION
Streptococcus anginosus group, earlier referred to as the Streptococcus milleri group comprise of aerobic, Gram-positive bacteria; Streptococcus anginosus, Streptococcus intermedius, and Streptococcus constellatus. These are harmless inhabitants of the human oral cavity but can spread from the oral cavity and colonize the throat, nasopharynx, gastrointestinal tract, and the genitourinary tract [1] S. anginosus is usually β-hemolytic, with a variable carriage of Lancefield group antigen group A, C, F, or G. [2] S. anginosus is frequently isolated from dental abscesses. [3, 4] Other infections caused by the bacterium, within the abdominal cavity include liver abscesses, peritonitis, pelvic and subphrenic abscesses, abdominal wound infections, and cholangitis. [5] [6] [7] The S. anginosus group, though, closely related have undergone several changes in their nomenclature because of their diverse hemolytic, biochemical, and serological properties. This has led to the underestimation of their clinical significance. High degree of clinical suspicion and microbiological identification is important for treatment and cure of the patient.
CASE REPORT
A 38-year-old female patient was admitted to the medicine department, with the complaints of yellow discoloration of eyes and skin. She complained of dark-colored urine for 5 days and vomiting for the past 1 day. She was diagnosed of tubercular pleural effusion for and put Category 1 antitubercular drugs (ATT); isoniazid (300 mg), rifampicin (450 mg), ethambutol (800 mg), and pyrazinamide (1000 mg) 8 days back. At the time of admission, she was weighing 50 kg, afebrile, pulse rate; 116/min and blood pressure; 110/72 mmHg. Her eyes were icteric. Her oral hygiene was poor; with multiple carious teeth. Respiratory, cardiovascular, and central nervous system examination did not reveal any abnormal finding. Abdominal examination revealed moderate tenderness on palpation at the right upper quadrant and negative Murphy's sign. There was no rebound tenderness, guarding, or hepatosplenomegaly. The relevant laboratory investigations are shown in Table 1 .
The chest X-ray was suggestive of the right-sided pleural effusion; however, the pleural tap turned out to be a dry tap, as there was no free fluid in the pleural cavity. A possibility of ATT-induced hepatitis was kept in mind and the ATT drugs were changed to the three-drug regimen; streptomycin, ethambutol, and levofloxacin. The patient was not relieved How to cite this article: Ganju SA, Gautam N, Sharma G. Pyogenic liver abscess associated with oral flora bacterium, Streptococcus anginosus in a patient with underlying tuberculosis. Indian J Pathol Microbiol 2017;60:587-9.
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For reprints contact: reprints@medknow.com of tenderness in the right upper abdominal quadrant, and an ultrasonography of abdomen was carried out on the 3 rd day of admission. This revealed a hypoechoic lesion (8.4 cm � 5.7 cm) located in Segment V and VI of the liver with multiple air foci suggestive of liver abscess [ Figure 1 ]. Ultrasound-guided pigtail drainage of the liver abscess was conducted on the same day, and the pus was sent to the microbiology laboratory for bacterial, parasitic, and tubercular examination. The patient was empirically started on injectables; ceftriaxone and metronidazole to cover all the possible etiologies. The cytology of the aspirate revealed predominantly degenerated cells, macrophages, lymphocytes, and pus cells. No acid-fast bacilli were detected in the pus smear by the Ziehl-Neelsen staining, and the sample also yielded a negative result for Mycobacterium tuberculosis complex by GeneXpert. The wet mount did not show the presence of organisms suggestive of trophozoites of Entamoeba histolytica. The pus was incubated aerobically in the blood culture bottles in the automated BD BACTEC™ Fx system. The culture was positive after overnight incubation and subjected to Gram staining and inoculation on MacConkey's agar and blood agar. On blood agar with 10% sheep blood [ Figure 2 ] small, 0.5 mm, translucent, circular, and beta-hemolytic colonies were seen. They were both catalase and coagulase negative. The identification of the isolate was carried out in the automated BD Phoenix™ 100 system which identified the isolate to be S. anginosus. The patient responded to penicillin and was discharged on the 9 th day after removal of the pigtail and put on oral antibiotics and followed up.
DISCUSSION
We report an unusual case the pyogenic liver abscess caused by S. anginosus. The first cases of S. anginosus group causing hepatic abscesses were reported in 1975. [8] S. anginosus group organisms are frequently encountered in purulent infections of the mouth and in dental abscesses. [9] The pathogenesis of pyogenic liver abscess possibly could be due to the blood-borne bacteria reaching the liver either by way of the portal vein, biliary tree or hepatic artery or by direct extension from infection in adjacent organs. Normally, in an immunocompetent individual, the hepatic reticuloendothelial system removes and destroys such bacteria efficiently keeping the healthy human liver sterile. [10, 11] Any factor decreasing the hepatic resistance locally may contribute to localizing the bacteria and abscess formation. Active tuberculosis could have led to decrease in the immune status in our patient with invasion of S. anginosus which was already colonizing the carious teeth. As the patient was started on ATT approximately 8 days back, hepatitis and/or paradoxical immune-mediated hepatic abscess is a possibility. In this case, hematogenous dissemination of S. anginosus has led to localization and abscess formation in liver as has been observed in cases due to bacteremia secondary endocarditis and pyelonephritis. [12] The liver abscess associated with S. anginosus is generally monomicrobial, as was seen in the present case. Liver abscesses associated with other microorganisms usually have a polymicrobial etiology. The patient was discharged after 9 days. A longer duration of the symptoms are noted in a liver abscess associated with S. anginosus in comparison to the liver abscess associated with other microorganisms. [13] Pyogenic liver abscess can be a potentially life-threatening disease, and the clinical diagnosis is a problem as the presenting complaints are nonspecific. This case highlights the fact that patients on ATT can develop hepatitis and/or paradoxical immune-mediated hepatic abscess, but due to a compromised immune status, commensal bacteria of the mouth, especially in caries teeth can disseminate to liver and cause pyogenic abscesses.
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